The definitions were introduced into hospitals participating in NNIS in 1987 and were modified based on comments from infection control personnel in NNIS hospitals and others involved in surveillance, prevention, and control of nosocomial infections. The definitions were implemented in NNIS hospitals in January 1988 and are the current CDC definitions for nosocomial infections.
PRINCIPLES USED IN DEFINITIONS
The definitions are based on several important principles. First, information used to determine the presence and classification of an infection involves various combinations of clinical findings and results of laboratory and other diagnostic tests. Clinical evidence is derived from direct observation of the patient or review of information in the patient's chart or other ward or unit records, for example, temperature sheet or Kardex. Laboratory evidence consists of results of cultures, antigen-or antibodydetection tests, and microscopic visualization methods. Supportive data are derived from other diagnostic studies, such as results of x-ray studies, ultrasound examination, computed tomography (CT) scan, magnetic resonance imaging, radiolabel scans, endoscopic procedures, biopsies, and needle aspiration. For infections in which clinical manifestations are different in neonates and infants than in older persons, specific criteria are included.
Second, a physician's or surgeon's diagnosis of infection derived from direct observation during surgery, endoscopic examination, or other diagnostic study, or based on clinical judgment, is an acceptable criterion for an infection, unless there is compelling evidence to the contrary (e.g., information written on the wrong patient's record or a presumptive diagnosis that was not substantiated by subsequent studies). For infections at some sites, however, a physician's clinical diagnosis in the absence of supportive data must be accompanied by initiation of appropriate antimicrobial therapy to satisfy the criterion.
Third, for an infection to be defined as nosocomial, there must be no evidence that the infection was present or incubating at the time of hospital admission. An infection that occurs in the following special situations is considered nosocomial: (1) infection that is acquired in the hospital and becomes evident after hospital discharge and (2) newborn infection that is the result of passage through the birth canal.
Fourth, infection that occurs as the result of the following special situations is not considered nosocomial: (1) infection that is associated with a complication or extension of infection(s) already present on admission, unless a change in pathogen or symptoms strongly suggests the acquisition of a new infection and (2) infection in an infant that is known or proved to have been acquired transplacentally (e.g., herpes simplex, toxoplasmosis, rubella, cytomegalovirus, and syphilis) and becomes evident shortly after birth.
Fifth, except for a few situations that are referred to in the definitions, no specific time during or after hospitalization is given to determine whether an infection is nosocomial or community-acquired.
Thus each infection must be assessed for evidence that links it to hospitalization. DEFINITIONS and laboratory evidence of infection. In general, expecto-*Detection of bacterial, fungal, or viral antigen (e.g., Cancfida sp., herpes simplex, varicella zoster, Haemophilus influenzae, Streptococcus pneumoniae, Neisseria meningitidis, group B streptococci) by rapid diagnostic test (e.g., counterimmunoelectrophoresis, coagulation, or latex agglutination).
*When an organism isolated from blood culture is compatible with a related nosocomial infection at another site, the bloodstream infection is classified as a secondary bloodstream infection. Exceptions to this are intravascular device-associated bloodstream infections, all of which are classified as primary §These criteria apply specifically to infants ~12 months of age:
even if localized signs of infection are present at the access they may infrequently apply to older infants and children.
site.
rated sputum cultures are not useful in diagnosing pneumonia but may help identify the etiologic agent and provide useful antimicrobial susceptibility data. Findings from serial chest x-ray studies may be more helpful than those from a single x-ray film.
Pneumonia must meet one of the following criteria: 1. Rales or dullness to percussion on physical examination of chest AND any of the following: a. 1. An indwelling urinary catheter is present within 7 days before urine is cultured AND patient has no fever (>38" C), urgency, frequency, dysuria, or suprapubic tenderness AND has urine culture of >1O5 organisms/ml urine with no more than two species of organisms .
No indwelling
urinary catheter is present within 7 days before the first of two urine cultures with 3105 organisms/ml urine of the same organism with no more than two species of organisms, AND patient has no fever (>38" C), urgency, frequency, dysuria, or suprapubic tenderness. Other infections of the urinary tract (kidney, ureter, bladder, urethra, or 
